A growing issue in healthcare in the United States is whether consideration and attentiveness of physicians and other healthcare providers towards a patient's culture has an effect on the treatment process. An anthropological term, cultural competency, describes a medical professional's respect and integration of the patients' cultural beliefs and practices throughout the treatment process in order to reduce cross-cultural health disparities and to improve overall satisfaction. Although there is significant literature outlining a theoretical need for increased implementation of these practices, little work has been done to address actual quantitative evidence supporting or refuting the articulated need. The goal of this project is to collect and synthesize some previous quantitative findings with my own data analysis from the U.S. Department of Health and Human Services records, and integrate those findings with some of the prominent qualitative work that has framed the discourse in order to establish or refute a need for more culturally competent practices in U.S. healthcare. After analyzing economic aspects and implications, changing demographic information, and trends in treatment services; I argue there is an increasing need to implement culturally competent evaluation and practices.
Introduction

Background:
I am a premedical undergraduate student, with an anticipated major in General Science and minor in Anthropology. I have always been interested in the intersection of my areas of study, more importantly how the empirical nature of science operates within the framework of actual human interactions. My interest in medicine, ability to interpret scientific data, and understanding of anthropological theory make a quantitative analysis of cultural competency my ideal area of study. Cultural competency is an anthropological term describing health care professionals' level of consideration of a patient's culture during the diagnosis and treatment of illness. Medicine has long been categorized with the sciences because it utilizes the scientific method in the establishment of diagnostic and treatment techniques. Historically, it has been perceived that the scientific basis for medical knowledge meant that the treatment of patients could also be conducted in an empirical manner (Nordqvist, 2012) . A heart is a heart, regardless of the human being it resides in. All human body systems operate under the same physiological principles, unless a specific medical disorder is disrupting a normal process. However, are we all really the same? People are a product of the unique social and cultural circumstances they have been exposed to, and these unique circumstances may influence the receptiveness and effectiveness of healthcare treatment. Little work has been done to show the costs and benefits of culturally competent practices.
It is important to note that with respect to data and terminology correlation, cultural differences are assumed to be encompassed by what is reported by the various data sources as racial/ ethnic difference. Although there are innumerable cultural differences within these Nomie | 5 fictional "race" categories and within ethnic origins, they are simply the way differences are documented. With that being said, differences between these classifications of people very much represent cultural differences between individuals. For instance, it cannot be definitively stated that culturally competent practices need to be aimed toward a particular racial/ ethnic group because the level of diversity within those groups is immense. What can be stated is that the diversity between the groups themselves encompasses diversity in culture. Identification within particular racial/ethnic groups inherently involves identification of cultural difference. Even though there may be some level of error associated, it is the only means to use sufficient health statistics to address the issue of cultural competency in U.S. healthcare.
In order to understand cultural competency, it is important to first outline what "culture" means in the context of this work. Culture will be defined as, "the totality of socially transmitted behavioral patterns, values, customs, lifeways, arts, and all other products of human work and thought characteristics of a population of people that guide their world view and decision making" (Purnell, 2011, p.30) . Cultural competency therefore is a medical professional's respect and integration of the patients' cultural beliefs and practices throughout the treatment process in order to reduce cross-cultural health disparities and to improve overall satisfaction. Crosscultural health disparities between minorities and non-minorities with respect to disease and mortality are prevalent throughout the United States (Hancock, 2005, p.5) . To date, the major response by health hospitals and medical centers is an attempt at increasing the number of health providers that are representative of these minority groups, which include African Americans, Hispanics, Native Americans, and Asians. However, there has been a failure by these institutions to teach health professionals evaluation approaches and methods to address cultural diversity with respect to their patients (Hopson, 2003, p.1) . Even with ever increasing cultural diversity in Nomie | 6 American communities, attention to multicultural and culturally competent practices in medicine have not drawn significant support. The need for more culturally competent medical practices is being articulated by many academic disciplines; however actual practices in the medical field do not reflect this. This thesis will build off previous theoretical and qualitative work to establish a basis and foundation for the concepts of cultural competency. Through my research, I have found a significant lack of quantitative analysis of culturally competent practices, namely the costs and benefits. This work will synthesize the qualitative information with statistical data, in order to analyze cultural competency in the United States more holistically. Are there tangible costs and benefits associated with culturally competent practices in the medical field, and does one outweigh the other? "The large claims about the value of cultural competence for the art of professional care-giving around the world are simply not supported by robust research showing that systematic attention to culture really improves clinical services" (Kleinman & Benson, 2006) . Perhaps articulating real manifestations of culturally competent practices or a lack thereof, will help push for the implementation of training or development programs that will formally instruct health professionals on cultural evaluation. This issue contains important social, political, and economic elements that could have implications on how health care is administered and received in the United States. Perhaps the most important social implication is related to the current and projected changes to demographics in the United States. "Currently, the US foreign-born population comprises a larger segment than at any time in the past five decades. This trend is expected to continue" (Georgetown University, n.d.) . With growing diversity in United States communities, it will become increasingly important for hospitals and medical centers to adopt culturally competent practices in order to efficiently provide effective healthcare. The increasing need for implementation of these Nomie | 7 practices in response to changing demographics is also important in eliminating health disparities across diverse cultural groups. Although there have been major advances in healthcare nationally, there remains significant disparities in death and illness in several cultural minority groups, as compared to the United States as a whole.
The need for more culturally competent practices also has important political implications. Hospitals and medical centers have multiple responsibilities to deliver culturally competent healthcare based on federal, state, and local regulations. There are federal civil rights laws and state and local bureaus meant to ensure equal treatment and participation in healthcare services for individuals on the basis of race, national origin, etc. The issue with most of the current legislature, accreditation, and regulatory mandates is that they fail to address areas such as: language, gender, socioeconomic status, housing status and regional differences with respect to culture (Georgetown University, n.d.). There are federal and state agencies that set and monitor standards requiring cultural competence in healthcare, and this work may be able to provide insight into developing more complete, culturally specific standards by which hospitals and medical centers will need to comply.
The issue of providing culturally competent care also has possible economic impacts on both the healthcare providers and institutions as a whole. Marketing healthcare services and delivering cost-effective healthcare are important issues for hospitals and medical centers. In order to diversify recruitment and increase patient satisfaction, "managed care plans must incorporate culturally competent policies, structures and practices to provide services for people from diverse ethnic, racial, cultural and linguistic backgrounds" (Georgetown University, n.d.).
There are also important liability concerns for healthcare providers. In some hospitals and Program Evaluation proposed the question, "What happens when we export the ideas, concepts, models, methods, and values of evaluation to other countries and cultures?" (Hopson, 2003, p. 3).
Patton's work would become the cornerstone for those working with cultural competency in an international setting. His work is considered to be arguably the most influential in the field and by addressing the question he proposed, was able to provoke Western perspectives to consider international, cross-cultural evaluation.
The second strand of discourse focuses on cultural evaluator skill, institutional capacities, and other issues through the lens of multicultural diversity in the United States. There are no individuals significantly important to this field; rather it has been shaped by contributions from interdisciplinary work. These disciplines include but are not limited to: educational research, human development, and ethnography. Perhaps the most influential discipline in dealing with Nomie | 9 domestic issues of cultural competence is psychology (Hopson, 2003, p.6 ). Cultural competency at the level of the United States is one of the most discussed terms in psychology because of its implications on the practitioners' relationships with potentially culturally diverse patients. In psychology, cultural competence is trending toward field evaluation with the influence of AnnaMarie Madison's work, New Directions for Program Evaluations. She looked to understand the methods of diversity program planning and design among culturally diverse groups, for instance, by observing how these groups identify social problems relevant to them. This is an example of how cultural competency within the United States is being addressed in psychology, and although the aim and method varies for other disciplines, the scale, issues, and even insight are similar. It is important to note that rarely do scholars incorporate both the international, crosscultural and domestic, multicultural approaches in a single work. This work is no different, as I will be dealing almost entirely with the domestic, multicultural aspect perhaps addressing some international implications in a minor way as a launching point for future work.
Perhaps the most widely studied and arguably most influential model was outlined by Larry Purnell, which he called The Purnell Model for Cultural Competence. Not only does it explicitly outline ideas of what defines culture and how cultural competence should be understood, he provides diagrams, charts, and lists that provide a breadth and depth of framing cultural competence unlike any other model (Purnell, 2011) . There are a seemingly infinite number of example questions and situations, which make the model like an encyclopedia for healthcare providers to reference when dealing with culturally diverse patients.
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The Purnell Model:
The formulation of this work involves the intersection of data from three methodological operations. The qualitative information derived from literary sources was an integral part in framing this work, choosing particular areas of focus, and analysis of quantitative data. The According to the Purnell Model for Cultural Competence cultural self-awareness is an important first step for healthcare providers to move outside their personal biases towards cross cultural understanding. This process of critical self-examination involves addressing personal and professional knowledge, attitudes, beliefs, values, ethics, and life experiences. Purnell argues that this process allows the healthcare provider to optimize their cultural assessment of the individual, since understanding of one's own existence assists in allowing them to neutralize their own biases when dealing with culturally diverse patients. This also raises the issue of cultural relativism, which is the idea that a culture can only truly be understood by individuals within it and judgment of any practices should not come from the outside world. This is an important point of departure, since this work looks precisely at healthcare providers not necessarily being members of the culture of the patients they treat. Also, considering that this work is looking at healthcare in the United States, cultural values or beliefs are only considered acceptable if they do not violate the state or federal laws, which then move this issue to one of cultural imposition.
Cultural imposition is the relentless application of the cultural values of the majority on all individuals or groups. This idea especially impacts the relationship between culture and healthcare because practices in the United States tend to be overarching. For instance, the practice of prescribing dietary changes for the treatment of certain illnesses is often made without consideration of the individual's cultural food choices, access, and options. This is similar, but not identical, to cultural imperialism, which is the dominant culture explicitly enforcing restrictive practices and policies on minority cultures. Although practices like these Nomie | 12 have long been made illegal in the United States through social rights activism, it is present in the inherent structure of the healthcare system. Healthcare in the United States is empirical in nature and relies on scientific principles. This often leads to healthcare providers minimizing and downplaying the significance or importance of other treatment methods that may be based in traditional cultural practices. The process of treating these different cultural biases and issues associated with cross-cultural understanding through implementing culturally competent practices is called cultural leverage. Cultural leverage is the process of facilitating behavioral change in the patient and provider, and this process for the Purnell Model is discussed next.
Understanding that cultural difference and biases exist, there still needs to be some general assumptions about culture made in order to have a model for evaluation and implementation. Purnell argues that for healthcare providers, it is safe to make some generalizations in order to facilitate proper consideration of a patient's culture. One key, and controversial, assumption is that there are inherent core values shared between all cultures. This is especially important because healthcare providers will always carry some level of cultural relativism; however establishing consistency in some core values allows a foundation for crosscultural understanding. Some other assumptions made are that cultures change slowly over time, there is variation between and among cultures, and culture has a powerful influence on interpretation and response to healthcare. What this information suggests is that there is a strong connection between cultural competence and the effectiveness of healthcare treatment, and these assumptions also provide the groundwork for the concepts of the Purnell Model.
Nomie | 13 access when considering the types of assessments that should be made for culturally diverse patients. One of the 12 domains this project was able to address was high-risk behaviors, namely substance abuse treatment in relation to patient diversity.
Methods
Quantitative information generated from outside sources:
The quantitative data utilized from outside sources was difficult to find, which highlights the necessity of this type of analysis. Little information exists pertaining to economic costs and benefits associated with culturally competent practices in healthcare settings. However, there was a source that looked into economic impacts of cultural competency in a variety of work environments. Although this source was not used significantly, it did contain data about the profit return for companies based on diversity understanding. It is important to stress that this data is not specific to hospitals and medical centers, but it provides a point of departure for discussing how cultural competence may have economic impacts on any institution, including healthcare.
Another type of quantitative information utilized from other sources is census data pertaining to demographic changes in the United States. As this work inspects the need for greater implementation of culturally competent practices, one major aspect to look into is whether cultural diversity is increasing in the United States. The first, and most obvious, source for demographic changes used for this work is the government census website, which contains reports on demographic changes between the decades when the information was collected. For this work, the change in data from 2000-2010 will be used, since it represents the most recent trends in population change for the United States. Another source of census data utilized was the Nomie | 15 Georgetown University site on cultural competence, which contains more specific data pertaining to changing demographics, such as trends in English speaking homes and changes with respect to children and race. This type of data was collected in order to analyze whether trends in population change in the United States suggest increasing cultural diversity. If a relationship between cultural competence and healthcare can be established, then the need for greater implementation due to growing diversity can be suggested.
Data pertaining to changing diversity in the U.S. population as a whole will then be compared to physician diversity. As outlined in the introduction, a major response to increasing cultural competency in the U.S. was an attempt to increase provider diversity. Two figures were taken from the AAMC Diversity in the Physician Workforce report for 2010. The data corresponds to physician diversity from 2008, which can be compared to overall demographic changes of the same period. The first figure drawn from the report represents physician diversity in 2008 for ethnic groups that correspond nicely with those groups displayed in the census data.
The second figure looks at the same groups, but compares the number of physicians graduating in each group from 1978-2008. These figures will allow for the analysis of current trends in physician diversity in the U.S., which can then be compared to the country as a whole. The quantitative data from other sources, along with the qualitative information, were compiled to use in conjuncture with healthcare data collected and generated for the purposes of analyzing patient cultural diversity with respect to cost and treatment.
Quantitative information collected and generated:
The charts created relate changes in Racial/ Ethnic Minority Treatment to changes in cost per patient, substance abuse treatment, and enabling services came from the U. were grouped together, and the average change in patient cost for those locations was able to be determined. The same process took place with regards to those states/ territories that saw a decrease in minority patient treatment. The average change in cost per patient for those regions was calculated, which then allowed the two types groups to be compared on the basis of the change in cost per patient.
The data bank contains many different types of information for each state, so it was important to identify categories of data presented that may influence or be influenced by the relationship between patient culture and healthcare, if such a relationship exists. One aspect of Nomie | 17 healthcare services that the literature suggested may be worth addressing is the relationship between changing cultural diversity in patients and enabling services required. It may seem obvious to look into services specifically aimed at helping those with limited access to different healthcare services, but it is an important relationship for this analysis. The data for this was collected similarly as was done for the change in cost per patient. The change in enabling services reported from 2010-2012 for each region was recorded, and the average change for all regions that experienced an increase in Racial and/or Ethnic Minority patients treated was calculated. Then, the average change in enabling services for those regions that saw a decrease in minority patient treatment was calculated, so that the two groups differing with regards to change in minority treatment could be compared based on the change in enabling services they needed to provide.
The final category of information drawn from the data bank was a specific example of a possible influence culture may have on patient treatment. It is a common notion that cultural minority groups, especially in the United States, tend to have issues with substance abuse. If there is data to support or refute this premise, then perhaps treatment and preparation can be more specifically designed or targeted for groups that have greater amounts of diversity. The steps for collecting the data was almost identical to those stated previously. The change in substance abuse treatment from 2010-2012 was collected for each state/ territory and grouped according to whether it corresponded to a region that experienced an increase or decrease in Racial and/or Ethnic Minority patients treated. The average change in substance abuse treatment for increasing and decreasing minority patients were then determined and able to be compared to Nomie | 20 profit return of 18.3% was experienced, compared to just 7.9% for those in the bottom 100.
Although this takes an array of businesses and diversity of institutions into account, it clearly indicates profitability may be related to cultural competency. When this is considered with the analysis of Hurley Medical Center, which experienced a $10.2 million annual profit for the three years following implementing cultural competency training after a $7.2 million annual deficit the three years prior, it becomes evident that the relationship between profitability and cultural competency may be especially prevalent in hospitals and medical centers. Note that the $10.2 million profit was the largest experienced by the institution in the last 10 years. The next piece of information drawn on to analyze the need for culturally competent practices in the U.S. is census data pertaining to racial/ cultural demographic changes.
Before getting into changing U.S. demographics, it is important to note that cultural demographics are not being treated to the full extent possible. Of course when discussing culture, there are a multitude of individuals who identify with multiple groups, however those individuals are not addressed for the purposes of this work. Census data corresponding to changes from 1990-2000, will first be briefly discussed as Georgetown University synthesized findings that yield interesting insight. The census data most pertinent to this work is looking into more general trends in cultural diversity in the U.S. from 2000-2010; in order to establish the need for greater implementation of culturally competent practices.
According to census data from 1990-2000 utilized by Georgetown University, the number of non-English speaking homes increased by 28.3 million, which represents a 43% rise.
They also reported that the U.S. foreign born population comprised 10% of the total population; a larger segment than any time in the last 50 years. Changing demographics with respect to U.S.
children for this decade is also presented, and may feed into the trends for the subsequent decade.
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From 1990-2000, the number of Hispanic/ Latino children increased by 5.5 million, African American children increased by 2.6 million, children of other races increased by 1.5 million, while the number of Caucasian children decreased by 6.2 million. This data is important to consider along with demographic information for the U.S. for the most recent decade, as well as data pertaining to the demographics of healthcare providers. groups. However what is most important to take from this data, is that the changing demographics in the U.S. suggest increasing cultural diversity in the population as a whole, which in turn creates a need for more culturally competent healthcare practices. As I outlined in was an increase of 10.7%, and it was only a 7.1% increase in cost for those experiencing a decrease in ethnic diversity. The most significant difference is with respect to average change in enabling services, which went up 21.3% with increasing ethnic diversity and only 5.1% with decreasing diversity. Interestingly, the average change in substance abuse treatment went down 3.8% with increasing diversity and up 9.7% with decreasing diversity.
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Discussion/ Conclusions
As far as the entire country is concerned, the U.S. Census data showed that overall ethnic/ cultural diversity is on the rise. Interestingly, even with this information and the supposed response to compensate demographic changes with increased physician diversity the data from AMCAS does not support that is taking place. Even though the Caucasian/ White group represents the smallest increase in population from 2000-2010, in 2008 they represented 75% of the physician workforce. This would not be as big of an issue if trends suggested that some changes are occurring. Yet when we look at physician diversity trends since 1978, the only significant changes occurred in the late 1980's and early 90's. Even these changes were not drastic enough to represent a deep structural change to the way healthcare is provided. In the U.S. the physician workforce has and continues to be dominated by Caucasian/ White individuals even in the face of constantly increasing diversity of the population in the country. This is perhaps the greatest opportunity to influence culturally competent healthcare, as increasing physician diversity could help alleviate some of the cross-cultural barriers to understanding. However, this is not a realistic endeavor as there are socioeconomic factors related to becoming a physician, and affirmative action policies tend to fuel ideas of difference.
As was seen with the Haitian patient treatment in rural Delaware, the Purnell Model may be an effective starting point for other hospitals and medical centers to establish competency and evaluation practices.
The data compiled and generated from the U.S. Department of Health and Human Services does suggest a need to attend to culture in healthcare. The data suggests that increasing diversity results in greater cost per patient, which perhaps correlates with the fact that the care is being handled inadequately and inefficiently. With greater patient diversity, there may be a disconnect between the patient and physician inhibiting effective communication of treatment options and receptiveness of the treatment itself. Those factors inevitably influence how cost effective the patient treatment will be. This data is synonymous with the economic data drawn from Hancock's work looking at costs and benefits of culturally competent practices. Together, the implications are that culturally competent practices have real financial effects on the institutions and the individuals receiving treatment. Implementing or improving culturally competent practices may be an effective avenue for hospitals and medical centers seeking to improve their own annual profit returns while reducing the cost of treatment per patient.
The changes in enabling services represent the most significant difference with respect to changing patient diversity. Enabling services are inherently tied to ethnically or culturally diverse patients, since they encompass areas like linguistic services to improve access to healthcare. Although it might seem obvious that increasing diversity resulted in an increased Nomie | 26 need for enabling services, an empirical connection between them in hospitals and medical centers was previously unknown. For hospitals and medical centers in areas of the U.S. experiencing increases in patient diversity, improved enabling services are a proactive way of addressing cultural competency without needing to implement major cultural evaluation programs. This will in turn influence costs for the patient and institution by allowing effective communication of treatment options and strategies. As the demographics showed, diversity in the U.S. as a whole has been increasing dramatically, so it is vital that enabling services are improved and increased across all U.S. hospitals and medical centers.
Taking on the particular focus of one of the 12 cultural domains outlined by Purnell's Model of cultural competence provides a specific lens through which culturally competent practices can be addressed at the patient level. Substance abuse associated with "high-risk behavior" is typically perceived to be a more significant issue within cultural minority groups.
However, as the data shows there was actually a decrease in the average percent change in substance abuse treatment for those state hospitals and medical centers experiencing an increase in patient diversity. What this shows is that culturally competent practices cannot be geared toward improving services that are perceived to be more substantial to a particular group. Each of the 12 cultural domains needs to be empirically assessed specifically to a particular group, ideally in a particular state or even city, in order to understand how patient services need to be adjusted. It is not adequate to assume substance abuse is a greater issue for culturally diverse groups compared to Caucasian/ White patients because as this data shows, the perception is not consistent with reality. In order to improve cultural competency and all of the factors outlined that surround it, this sort of evaluation needs to be done to know whether a particular institution requires improvements in services that will improve cultural understanding of the prevalent Nomie | 27 cultural groups. What should be drawn from this work is that cultural competency has tangible impacts on patient treatment, and my hope is that it will emphasize the need for the implementation of training or development programs that will formally instruct health professionals on cultural evaluation.
Some of the possible avenues future work may take include: actual economic costs/benefits pertaining to the business aspects of cultural competency, globalization and whether the growing interconnected world community requires more or less cross-cultural understanding, and how scientific discourse can be integrated into real world subjective interactions so the general patient and specific individual can both be accounted for. Although this work was able to address possible economic aspects related to cultural competency, truly understanding the influences and implications requires systematic studies of numerous institutions' financial records in conjunction with records on patient culture. One issue that is interesting to consider is the effect of globalization on cultural diversity. Will there ever be a time when the world's cultures are completely homogenized? Although this seems extreme and unlikely, the implications of an interconnected world may have significant impacts on culture and healthcare in the future. The final point to consider is perhaps the most integral to this work, and the most pivotal next step. Healthcare is a scientific endeavor that revolves around the study of people, which are complex social and cultural creatures. At its core this work has attempted, in both structure and content, to show how the gaps between science and society may be bridged.
Scientific discourse is obsessed with the empirical and objective, but the world is not a laboratory of defined variables. In order to have science optimally function for society, there has to be some level of integration of subjective human experience with scientific principles.
